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ABSTRACT. The psychometric properties of the PTSD Checklist-Civil-
ian version (PCL-C) were calculated for a population of HIV-seropositive
individuals, using diagnoses and scores from the Clinician-Administered
PTSD Scale (CAPS) as the criterion measure. Results indicated rates of
posttraumatic stress disorder (PTSD) higher than that of the general popu-
lation, with 12.3% of participants meeting criteria for PTSD in the past
month. The PCL-C exhibited excellent internal consistency with a
Cronbach’s alpha of .94 for the whole measure. Receiver Operating
Characteristic curve yielded an optimum cut score of 52 to determine the
presence of PTSD as measured by the CAPS. This resulted in a sensitivity
of .71, a specificity of .84, and a diagnostic efficiency of .82. Although
this cut score yielded a slightly higher diagnostic efficiency, the cut score
of 50 provided the optimal balance between sensitivity (.86) and specific-
ity (.79)

KEYWORDS. PTSD Checklist, HIV-seropositive, operating character-
istics, cut score, psychiatric status rating scales, screening instrument

Investigators have recently begun to examine rates of posttraumatic
stress disorder (PTSD) in HIV-seropositive individuals, with preliminary
data suggesting that the disorder is highly prevalent in this population.
Ina study of 61 HIV-positive homosexual/bisexual men, Kelly et al.
(1998) found that approximately 36% of participants met criteria for a
lifetime diagnosis of PTSD either in relationship to receiving an HIV
diagnosis or to other traumatic events. Kimerling et al. (1999) assessed
PTSD symptoms in 67 inner-city African American women with HIV and
found that 35% likely met full criteria for a current diagnosis of PTSD.
In a more recent study, at two county HIV clinics, Martinez, Israelski,
Walker, and Koopman (2002) estimated that 42% HIV-seropositive
female participants met full diagnostic criteria for current PTSD. As
noted by Andrykowski, Cordova, Studts, and Miller (1998), differences in
sample characteristics and methodology make it difficult to directly com-
pare PTSD prevalence rates across studies. Nonetheless, the rates docu-
mented in these stgdies are considerably higher than the estimated 7.8%
lifetime prevalence-of PTSD in the general population (Kessler, Sonnega,
Bromet, Hughes, & Nelson, 1995), indicating a heightened lifetime risk
for the development of this disorder among individuals living with HIV.

Despite increased awareness of the elevated rate of PTSD in this popu-
lation, available data suggest that many HIV-seropositive individuals are
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not receiving adequate mental health screening and treatment. In fact,
Martinez et al. (2002) found that more than half of participants in their
sample who likely met full criteria for PTSD were receiving neither psy-
chotherapy nor any type of psychopharmacological intervention at the
time of assessment. Left untreated, this debilitating disorder has the
potential to become a chronic intractable condition, to significantly com-
promise social and/or occupational functioning, and to decrease quality of
life (Keane & Barlow, 2002).

Moreover, a growing area of concern, from both individual and health
care delivery system perspectives, is the potential adverse impact of
PTSD on the health status and health care utilization of HIV-infected
individuals (Brief et al., 2004). This concern stems, in part, from a docu-
mented association between PTSD and poorer health outcomes in clini-
cal and community samples of HIV-seronegative trauma survivors.
Comprehensive review of this literature is beyond the scope of this arti-
cle, and the reader is referred to other articles for additional information
(Friedman & Schnurr, 1995; Green & Kimerling, 2004; Schnurr &
Jankowski, 1999).

In brief, in HIV-seronegative trauma survivors PTSD has been linked
to poorer self-perceived physical health and functional status (e.g.,
Schnurr & Spiro, 1999; Zatzick et al., 1997), increased physical health
complaints and self-reports of medical illnesses (e.g., Barrett et al., 2002;
Boscarino, 1997; Schnurr, Ford, et al., 2000), increased rates of substance
use (Brief et al., 2004), increased morbidity (as evidenced by more objec-
tive indicators of health such as physician-diagnosed medical conditions
and laboratory examination results, e.g., Boscarino & Chang, 1999;
Schnurr, Spiro, & Paris, 2000), and higher service utilization rates (e.g.,
Schnurr, Friedman, Sengupta, Jankowski, & Holmes, 2000). Further, a
number of studies have shown that these associations persist even after
controlling for other potential confounding variables such as health risk
behaviors (e.g., smoking and alcohol use; Boscarino, 1997; Schnurr &
Spiro, 1999), demographic factors (e.g., age, gender, education, income;
Barrett et al., 2002; Boscarino, 1997; Schnurr & Spiro, 1999), and comor-
bid psychiatric disorders (e.g., Zatzick et al., 1997). Finally, several
recent investigations have demonstrated that PTSD plays a mediational
role in the relationship between trauma exposure and physical health
(e.g., Schnurr & Spiro, 1999; Taft, Stern, King, & King, 1999, Wagner,
Wolfe, Rotnitsky, Proctor, & Erickson, 2000).

Although the data are currently quite limited, there is some evidence of
a link between PTSD and poor health status in HIV-infected individuals.
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In a study examining PTSD in HIV-seropositive individuals with chronic
pain, the disorder was found to be associated with higher ratings of pain
intensity and pain-related functional impairment, regardless of health
status or other risk factors (Smith, Egert, Winkel, & Jacobson, 2002).
In addition, Kimerling et al. (1999) found that HIV-infected women with
histories of trauma exposure experienced a more rapid decline in CD4+/
CDS8+ ratios than those with no trauma history. Among individuals
exposed to trauma, those with PTSD showed an even greater decline on
these immune parameters than those without the disorder, suggesting the
possibility of accelerated HIV disease progression.

Taken together, these findings underscore the importance of sys-
tematic screening for PTSD in the HIV-seropositive population.
Improved detection of the disorder should offer treatment providers a
more complete understanding of factors affecting the mental and phys-
ical health of their patients. Better recognition of the disorder might
also trigger increased referrals for more comprehensive assessment
and specialized mental health treatment, ultimately leading to reduc-
tions in PTSD symptoms and their negative impact on physical health,
improved psychosocial functioning and quality of life, and decreased
service utilization.

Hence, there appears to be a need for an efficient, psychometrically
sound screening measure to detect PTSD in HIV-seropositive individ-
uals that is appropriate for use in both mental health and primary care
settings. Ease of use in primary care settings may be especially impor-
tant given the data provided by Martinez et al. (2002) indicating that a
significant number of HIV-seropositive individuals with PTSD may
be more likely to have contact with medical than mental health pro-
viders. To date, however, researchers have not explored the psycho-
metric properties of potential screening tools for PTSD in this.
population.

The purposes “of our study were to evaluate the diagnostic utility of the
PTSD Checklist-Civilian Version (PCL-C) as a screening measure for
PTSD in HIV- po“éltlve individuals and to provide guidelines for appropri-
ate cut scores to maxxmlze diagnostic efficiency. The PCL-C (Weathers,
Litz, Herman, Huska & Keane, 1993) is a brief, self-administered instru-
ment for assessing PISD that has been widely used in both research .
settings and clinical practice. It has shown generally strong convergent
and divergent validity (e.g., Blanchard, Jones-Alexander, Buckley, &
Forneris, 1996; Mueser et al., 2001; Ruggiero, Del Ben, Scotti, & Rabalais,
12003) and excellent internal consistency and test—retest reliability (e.g.,
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Blanchard et al., 1996; Lang, Laffaye, Satz, Dresselhaus, & Stein, 2003;
Mueser et al., 2001; Ruggiero et al., 2003; Smith, Redd, DuHamel,
Vickberg, & Ricketts, 1999) across a variety of populations. Prior
research also supports the utility of the PCL as a screening tool with
diverse populations, including combat veterans, female veterans in
primary care, male veterans in ambulatory care, women enrolled in a
health maintenance organization, predominantly female motor vehicle
accident victims and sexual assault survivors, mothers of pediatric cancer
survivors, female breast cancer survivors, and college students
(Andrykowski et al., 1998; Blanchard et al., 1996; Dobie et al., 2002;
Forbes, Creamer, & Biddle, 2001; Lang et al., 2003; Manne, DuHamel,
Gallelli, Sorgen, & Redd, 1998; Ruggiero et al., 2003; Spiro, Hankin,
Leonard, Stylianou, & Kazis, 2000; Walker, Newman, Dobie, Ciecha-
nowski, & Katon, 2002). In fact, when PCL results are validated against
diagnostic status on such “gold standard” structured interviews as the
Clinician-Administered PTSD Scale (CAPS; Blake et al., 1990) and
the Structured Clinical Interview for DSM-IV (SCID; First, Spitzer, Gibbon, &
Williams, 2002), diagnostic efficiency has generally been shown to be
high ranging from approximately 0.8 to 0.9 (e.g., Andrykowski et al.,
1998; Blanchard et al., 1996; Forbes et al., 2001; Manne et al., 1998;
Spiro et al., 2000). '

In a companion study to this research, Cuevas and colleagues (2006) -
examined the construct validity and factor structure of the PCL among
HIV-seropositive individuals who also have substance use and psychiatric
disorders. The results indicated that the PCL is psychometrically sound
when used to screen for PTSD. Furthermore, the PCL demonstrated high
internal consistency for the overall scale as well as for each of the Diag-
nostic and Statistic Manual for Mental Disorders (4th ed. [DSM-IV];
American Psychiatric Association, 1994) established symptom clusters.
The significant and moderate correlations between the PCL and measures
of other psychological variables (e.g., depression, anxiety, and hostility)
that are often related to PTSD symptomatology supported its construct
validity.

Besides the PCL-C, there are currently two other brief screens that
have been used in primary care settings with positive results. Using
a seven-item screening scale (Breslau, Peterson, Kessler, & Schultz,
1999), Kimerling et al. (2006) reported a high test-retest reliability (r =
.84) and increased detection of previously unrecognized PTSD in pri- -
mary care clinics at a large medical center. The short screening scale
was empirically derived from interview items in a large epidemiological
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telephone survey that best discriminated respondents with a PTSD diag-
nosis. The Primary Care PTSD Screen (Prins et al., 2003) is a four-item
measure derived from factor analyses that identified four underlying
factors specific to the PTSD construct. The Primary Care PTSD Screen
is mandated in Veterans Affairs (VA) settings and has demonstrated
excellent reliability, sensitivity, and specificity among patients with
substance use disorders (Kimerling, Trafton, & Nguyen, 2006). In addi-
tion to being significantly briefer and less comprehensive than the PCL,
both screens omit specific trauma probe questions. Although there are
limited published data on these measures, they appear to be psychomet-
rically sound screens for PTSD with this identified population and
setting.

Noteworthy, however, is the fact that studies examining the validity of
the PCL in different populations have recommended varying cut scores
for optimum diagnostic efficiency. Utilizing the DSM—III-R (American
Psychiatric Association, 1987) diagnostic criteria for PTSD, the original
PCL validation study yielded a suggested cut score of 50 based on a sam-
ple of male Vietnam veterans (Weathers et al., 1993). In contrast, most
subsequent studies have used DSM-{V (American Psychiatric Associa-
tion, 1994) diagnostic criteria to assess PTSD in samples of male and/or
female veterans or civilians with various types of trauma exposure, often
noncombat in nature. These later studies have typically recommended
lower cut points, ranging from 30 to 45 (Andrykowski et al., 1998; Blan-
chard et al., 1996; Dobie et al., 2002; Lang et al., 2003; Manne et al.,
1998; Ruggiero et al., 2003; Spiro et al., 2000; Walker et al., 2002). A
number of factors have been suggested to account for these observed dis-
crepancies in suggested cut scores, including differences on demographic
variables (e.g., gender), type and severity of trauma exposure, recency of
exposure, and severity and complexity of PTSD symptoms (Blanchard et

" al., 1996; Walker et al., 2002). Overall, these data highlight the necessity
to validate the PCL for use as a screening measure in new populations,
such as those diagnosed with HIV, and to establish population-specific
cut scores.

In summary, although there appears to be a high prevalence of PTSD
among dually diagnosed HIV-seropositive individuals, brief and accurate
screening measuies for PTSD have not been thoroughly validated with
this population. The primary purpose of this article was to evaluate the
civilian version of the PTSD Checklist (PCL-C) as a screening measure
to assess for symptoms of PTSD during the past month. A secondary goal

was to identify the optimal PCL~C cutoff score for this population.
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METHOD

Participants

Participants were 57 HIV-seropositive patients from the Infectious
Disease (ID) Clinics of two urban medical centers (an inner-city public
hospital and a VA Medical Center) who were enrolled in a multisite study
focusing on HIV/AIDS treatment adherence, health outcomes, and cost.
Inclusion criteria for the study were a diagnosis of substance abuse and/or
dependence in the past year and the presence of at least one of nine possible
Axis I disorders or antisocial or borderline personality disorders.

Measures

PCL-C. The PCL (Weathers et al., 1993) is a 17-item self-administered
questionnaire based on the DSM-1V criteria for PTSD. The PCL includes
symptoms from all three symptom clusters of PTSD: re-experiencing
(5 symptoms), numbing/avoidance (7 symptoms), and hyperarousal
(5 symptoms). On the PCL-C, participants are instructed to rate the
degree to which they have been bothered by given symptoms in response
to a “stressful life experience” during the past month, using a 5-point Likert
scale ranging from 1 (not all) to 5 (extremely). The sum of all responses
can range from 17 to 85.

The original version of the PCL was developed and validated for use
with combat veterans. The PCL has also been used to measure PTSD
symptoms in a variety of populations including college students (Ruggiero
et al., 2003), motor vehicle accidents and sexual trauma (Blanchard et al.,
1996), cancer and medical treatment survivors (Andrykowski et al., 1998;
Cordova et al., 1995; Jacobsen et al., 1998; Smith et al., 1999), mothers of
pediatric cancer patients (Manne et al., 1998), female veterans in primary
care (Lang et al., 2003), primary care patients (Stein, McQuaid, Pedrelli,
Lenox, & McCahill, 2000) and outpatient clients (Ventureyra, Yao,
Cottraux, Note, & Mey-Guillard, 2002). The PCL-C has shown excellent
internal consistency, with alphas regularly reported above .90 (Blanchard .
et al., 1996; Weathers et al.,, 1993) and test-retest reliability to be .96
(Weathers et al., 1993). Diagnostic utility using a “gold standard” mea-
sure, such as the CAPS (Blake et al., 1995) or the PTSD module of the
SCID (First et al., 2002), has reportedly ranged from .79 to .90 with dif-
ferent populations and varying:cutoff or “cut” scores ranging from 30 to
50 (Blanchard et al., 1996; Dobie et al., 2002; Forbes et al., 2001; Walker
et al., 2002).
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CAPS. The CAPS (Blake et al., 1995; Blake et al., 1990) is a semis-
tructured interview designed to assess core and associated symptoms of
PTSD as described by the DSM-IV (American Psychiatric Association,
1994). The CAPS includes questions designed to assess the 17 symptoms
of PTSD, as well as symptoms frequently associated with PTSD, such as
anxiety, depression, guilt, homicidality, and suicidality (Wolfe & Keane,
1993). The interviewer is instructed to provide ratings for frequency and
intensity of each symptom, using a 5-point Likert scale ranging from 0 to
4. These ratings yield both dichotomous diagnostic information about
PTSD (i.e., present vs. not present) as well as continuous symptoms
scores.

Although there are at least nine established CAPS scoring rules to
date (Blanchard et al., 1995; Weathers, Ruscio, & Keane, 1999), this
study used the original scoring rule (frequency > 1, intensity > 2) to
determine symptom presence (Blake et al., 1995; Blake et al., 1990).
This “one/two” rule has been described as the most suitable to avoid
false negatives and is a simple scoring procedure which would be
appropriate for routine clinical use (Weathers et al., 1999). The diagno-
sis of PTSD in the past month requires that all DSM-IV diagnostic crite-
ria be met including trauma exposure; the minimum, necessary
endorsement of symptoms from the respective clusters (reexperiencing,
avoidance, hyperarousal); functional impairment; and symptom dura-
tion of at least 1 month.

The CAPS has shown excellent interrater agreement, with coefficients
ranging from .52 to .99 for symptom clusters (Weathers, Keane, & Davidson,
2001). Kappa coefficients for diagnostic agreement have typically been
above .75 (Weathers et al., 2001), and internal consistency (alpha) has
generally been above .80 for the full scale. Validity for the CAPS has
been supported by significant correlations with other measures of PTSD
(e.g., Mississippi Scale, Minnesota Multiphasic Personality Inventory
Posttraumatic Stress Disorder scale, and SCID symptoms). Diagnostic
agreement for the CAPS with the SCID has rendered kappas between .65
and .75 (Weathers et al., 2001).

Procedures

Participants were interviewed by a masters- or doctoral-level evalua-
tor trained in administering the assessment measures. The SCID-I (First
et al., 2002) and SCID-II (First, Spitzer, Gibbon, & Williams, 1997)
were administered to determine Axis I and II disorders, respectively.
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Evaluators administered the CAPS to assess for PTSD, and participants
were asked to complete the PCL-C independently to provide informa-
tion about symptom severity for PTSD. Training for the SCID and the
CAPS was done by licensed clinical psychologists at the National Cen-
ter for PTSD who specialized in standardized psychosocial assessments.
Evaluators were then approved, supervised, and evaluated on the SCID
and the CAPS by an onsite assessment supervisor throughout the length
of the study.

RESULTS

Descriptives

The average age of participants (N = 57) was 41.6 years. Slightly more
than two thirds of the sample were men, and slightly more than half of the
participants were African American, with Latinos/Hispanics and Cauca-
sians accounting for 17.5% and 21.1%, respectively. Of the 11 (19.3%)
participants who met criteria for PTSD in the past year, 7 (12.3%) also
met criteria for the past month. Those participants who met criteria for the
past month were considered “PTSD positive” for the purpose of examining
the diagnostic utility of the PCL-C. All participants completed the PCL-C,
but 3 participants either refused to start or complete the CAPS. Additional
sample descriptives are presented in Table 1.

The most frequently endorsed traumatic events were life threatening
illnesses or injuries (80.7%), physical assaults (79.0%), and transportation
accidents (63.2%). Detailed information regarding these and other traumatic
events are presented in Table 2. PCL-C summary scores ranged from

17to 72 (M = 42.1, SD = 15.5), and although women exhibited signifi-

cantly higher PCL-C scores (M = 49.9, SD = 14i1) than men (M = 39.0,
SD = 15.1), #(51) = 2.4, p = .02, gender was not significantly associated
with PTSD diagnoses, x%(1, N = 50) = .64, p = .42. As expected, individuals
diagnosed with PTSD had significantly higher PCL-C scores (M = 62.1,
SD = 10.1) than those without the diagnosis (M = 39.7, SD = 13.9),
1(48) =4.1,p < .001.

Performance of the PCL-C

The internal consistency of the entire PCL-C (Cronbach’s alpha) was
.94. At the symptom cluster level, alphas for reexperiencing, avoidance, and
hyperarousal were .90, .86, and .82, respectively. The overall correlation of
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TABLE 1. Sample descriptives

n %
Gender _
Male 40 70.2
Female 17 290.8
Ethnicity
African American 31 54.4
Latino/Hispanic 10 17.5
Caucasian/European American 12 21.1
Native American ’ 2 35
Other 2 35
Marital status
Never married ' 38 66.7
Married 1 1.8
Widowed 1 1.8
Separated 9 15.8
Divorced 8 14.0
Sexual orientation
Straight/Heterosexual 38 66.7
Gay/Homosexual 8 14.0
Bisexual 10 175
Undecided/In transition/Not sure 1 1.8
Diagnostic categories
Major depression 36 63.2
Dysthymia 4 7.0
Bipolar (I or 1) 11 19.3
Panic d/o 9 16.8
PTSD (past year) ' 1 19.3
GAD?. 3 5.3
Adjustment d/o® 0 0.0
Mood d/o with psychotic features 7 12.3
Nonmg@od psychotic d/o 18 31.6
Bordérline personality d/o 15 26.3
Antisocial personality d/o 28 49.1
Substance use d/o diagnosis
Alcohol dependence/Abuse only 3 53
Drug dependénce/Abuse only 21 36.8
Both alcohol and drug diagnosis 33 57.9

Note. Age range in years = 3060 (M = 41.6, SD = 6.35); education
range in Y8ars = 5-16 (M= 11.5, SD = 2.20). PTSD = postiraumatic
stress disorder. 2if Major Depression or Dysthymia present in past
year, generalized anxiety disorder (GAD) was not assessed. °If any
other Axis | disorder was diagnosed, adjustment disorder was not
assessed.
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TABLE 2. Lifetime trauma exposure in study participants

Event Experienced Witnessed Learned About
n (%) n (%) n (%)

Natural disaster 18 (31.6) 13 (22.8) 14 {24.6)
Fire/explosion 15 (26.3) 18 (31.6) 25 (43.9)
Transportation accident 36 (63.2) 32 (56.1) 40 (70.2)
Serious accident 13 (22.8) 16 (28.1) 24 (42.1)
Toxic substances 5(8.8) 6 (10.5) 11 (19.3)
Physical assault 45 (79.0) 47 (82.5) 44 (77.2)
Assault with a weapon 33(57.9) 38 (66.7) 41 (71.9)
Sexual assault 16 (28.1) 8 (14.0) 27 (47.4)
Unwanted sexual experience 18 (31.6) 10 (17.5) 22 (38.6)
Combat/war zone : 4(7.0) 9(15.8) 25 (43.9)
Captivity 6 (10.5) 6{10.5) 9 (15.8)
Life-threatening iliness 46 (80.7) 37 (64.9) 41{71.9)
Severe suffering 20 (35.1) 23 (40.4) 26 (45.6)
Sudden violent death N/A 22 (38.6) 33 (57.9)
Death of someone close N/A 31 (54.4) 41 (71.9)
Harm caused 8 (14.0) 20 (35.1) 23 (40.4)
Other : 4(7.0) 3(5.3) 4 (7.0

Note. N/A = not applicable.

the PCL~C total score with the CAPS total severity score was significant,
r(50) = 0.63, p < .001.

Using the recommended cutoff score of 50 (Weathers & Ford, 1996),
the PCL-C accurately diagnosed 85.7% (6 of 7) of the individuals with
PTSD and 79.1% (34 of 43) of the individuals without PTSD, yielding a
sensitivity score of 0.86 and a specificity score of 0.79. Using this cut
score, overall diagnostic efficiency was .80. Additional prediction
parameters from this and other studies using the PCL are presented in
Table 3.

For continuous measures, such as the PCL-C, receiver operating char-
acteristic (ROC) methods have been used in clinical settings to transform
the range of scores into a dichotomous outcome (e.g., having or not hav-
ing a particular diagnosis, such as a PTSD diagnosis by the CAPS). The
ROC curve plots sensitivity versus (1-specificity) to provide a measure of
the overall accuracy of the scale (Sackett, Haynes, & Tugwell, 1985) and
to help identify the ideal cut point that maximizes the detection of true
positives and true negatives. The area under the curve for the PCL-C
compared with CAPS diagnosis was .91 (95% CI = .81-.99; see Figure 1).




—— ) - - v— Tt e ]
T 2L , Auansuss EREER £8RE

"pasn 8109s 0 10d wyiobie NSg/poyiaw
18IS WOIdWAS, ‘Pasn aINSesll UOUBID U} SEM Aj—VS( 10} MBIAJBIUY [EOIIID PEIMIONIS, "POSN SINSESW UCUSIID S} Sem UORDSS 0S1d -1 'gh Majnlu| ansoubeiq
[euoljeuISiu} S}SOAUIOD;, 84008 110 TOd POAIBQ, "3400S N0 1O PBPUBLUILICOSH , 'POST DINSESW LOUSILO SU} SBM 3205 (SLd PaISISIIIWIPY-UBIDIUID, ‘SION

(9661 ‘P10 B s1vLieaM)

8 28 05 ,08 (£44¢ = N) oSUBIBIOA WEUIDIA

08 16 oV’ 6L 98 0§ 0 sinO
(2002 “re 12 Joiem) v

— 18 8¢ oL z8 0€ 192 SUBWOM JO Bldwses ONH

(2002 “Ie 10 eihaimuap)

v6° 18 18 18 16° qvv €Ll siyedioied jeojutjouou g 0SLd Youeld

(0002 “1e 10 UIAIS)

— 13 v 6 2 - zeL 4o1e0 Arewud ui synpy

(0002 “[e 1o onds)

06" 06" 68" a4 69 sjualied Aojejnque VA 8le|y

(e00z “1e 10 018166nY)

G6' 66 oL 66" 06" P4 268 siuepnis abafjon

(8661 “1e 10 BuuBW)

88 86 og’ 68° L q08 59 2e180UED JlteIPad JO SIAUIoN

(€002 “[e e BueT)

vL-8L - — L8 8L -6 20€ 82 514 poed Arewnd ul suetolen sjewe

: (1002 “[e 1@ saquo-)

08 €6’ G8° o 16" q08 16 LSUBISIBA JEQUIOD WRYISIA

. (2002 “1e 10 81G0Q)

e - - 6L 62 .86 A ) LSUBIOloA 3|BWe 4

. S : (9661144 10 pieyoueig)

06 G6 8’ 98 6" N4 Cov GlINESSE [enXas UsPIORR ajoiyaA 1010

. . ] . (8661 “1€18 pismoyAipuy)

08 oL ve £8’ 00+ 08 " e8 S : «looueD Iseaig

[4:2 G6° o 8 VA s sjdwes wauny

08 L8 oy’ 62 o8 0S5 LS 2513SN 8oUBISANS + AlH

Aousioyg 19MOd BAIIPaId I9MO aAdIpaLd 81008

onsoubelg anebepn aAlsSOd 10adg Aunpisuss nD10d N 282.n0g

SeIPN}S SNOWEA SSOIOE LOISIBA UBIIAID—(TO) 1SIMOSUD S Ld 8U 0 Alian JISoubeIq '€ Iav.L



95

.99

.70

.95

.90

44bf

i wm ey s ey

e

392

College students

(Ruggiero et al., 2003)

.90

.89 .90

42°

469

Male VA ambulatory patients

(Spiro et al., 2000)

91

42

.94

.32

132

Adults in primary care®

(Stein et al., 2000)

.94

87

.97

.87

.97

44°

113

French PTSD & nonclinical patticipants

(Ventureyra et al., 2002)

.28 97

76

.82

30°

261

HMO sample of women®
(Walker et al., 2002)

Qurs

.80

97

.40

79

.86

50
501

50
50!

.84

.82

297%9)

Vietnam veterans® (N

(Weathers & Ford, 1996)

Note. ®Clinician-Administered PTSD Scale was the criterion measure used. bRecommended PCL cut score. ®Derived PCL cut score. %Composite International

PTSD section was the critefion measure used. ®Structured Clinical Interview for DSM-/V was the criterion measure used. fSymptom cluster

method/DSM algorithm PCL cut score used.

Diagnostic Interview v2.1-

Bollinger et al. - 225

FIGURE 1. Receiver Operating Characteristic (ROC) Curve (Sensitivity
vs. [1-Specificity]) for PTSD Checklist Score Versus Clinician-
Administered PTSD Scale Diagnosis of PTSD.
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This yielded an optimum cut score of 52, which provided a sensitivity of
.71, a specificity of .84, and an overall diagnostic efficiency of .82 (see
Table 3). Although this cut score yielded a slightly higher diagnostic effi-
ciency, the cut score of 50 provided the optimal balance between sensitiv-
ity (.86) and specificity (.79).

DISCUSSION

As expected, there were high rates of traumatic exposure and PTSD
" in this sample of HIV+ substance abusers. As with primary care clin-
ics and other medical settings (Lang et al., 2003; Stein et al., 2000}, an
ID Clinic can be a central location or clinical entry point to identify
individuals with PTSD. Because assessing dually or multiply diagnosed
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individuals can be diagnostically complicated and resource consuming
(Bollinger, Riggs, Blake, & Ruzek, 2000; Read, Bollinger, & Sharkan-
sky, 2003), it can be critical for clinicians working in these settings to
have a brief, efficient, and accurate screening measure that can be
used to identify at-risk patients. This can then facilitate the appropri-
ate and timely referral to an integrated psychosocial model for deliver-
ing HIV/AIDS and mental health treatment (Bollinger, Greene, Soto, &
Wagner-Raphael, 2000). The PCL-C has been used as a screening
instrument with other medical populations (Lang et al., 2003; Smith et
al., 1999; Stein et al., 2000). Our purpose was to examine the utility of
the PCL-C as a screening instrument in an ID Clinic with HIV-
seropositive adults.

Consistent with previous research, the PCL-C exhibited excellent
internal consistency. It also correlated well with CAPS severity scores,
although this correlation was not as high as that of other studies
(Blanchard et al., 1996). The area under the curve in the ROC analysis
was slightly higher than what has been reported in previous research.
Whereas other studies have consistently shown area under the curve val-
ues ranging from .84 to .89 (Dobie et al., 2002; Lang et al., 2003; Walker
et al., 2002), our sample had an area of .91. Finally, the overall diagnostic
efficiency (.82) of the PCL-C for this sample was consistent with the
majority of previously published studies, which typically indicate
diagnostic efficiency to be .74 and above (Andrykowski et al., 1998;
Blanchard et al., 1996; Dobie et al., 2002; Forbes et al., 2001; Lang et al.,
2003; Manne et al., 1998; Spiro et al., 2000; Ventureyra et al., 2002;
Walker et al., 2002).

Overall, the PCL-C performed well in screening for both PTSD and
non-PTSD in a mixed sample of dually diagnosed HIV+ adults. Unlike
other nonmilitary samples, which typically exhibit lower cut scores, in
our sample the PCL~C was most effective with a cut score of 52 for diag-
nostic efficiency. However, the PCL-C demonstrated the best balance of
sensitivity and specificity with a cut score of 50 with only a slight loss in
diagnostic efficiency. In other studies deriving optimum cut scores for
diagnostic efficiency, scores were typically lower ranging from 28 to 44
(Andrykowski et al., 1998; Blanchard et al., 1996; Dobie et al., 2002;
Lang et al., 2003; Ventureyra et al., 2002; Walker et al., 2002).

Although the PCL-C demonstrated excellent internal consistency and
a high area under the ROC curve, the overall diagnostic efficiency was
not as robust as reported in other studies. There are a number of possible
explanations for this. First, this particular sample reported trauma
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histories reflecting a broad diversity of precipitating stressors or Criterion
A events (see Table 2). All of the possible types of traumatic events iisted
on the Life Events Checklist (the trauma query used prior to the CAPS
interview) were endorsed by participants as either having been personally
experienced, witnessed, and/or learned about with values ranging from
7% (other) to 80.7% (life threatening illness or injury) of the sample. Sec-
ond, life-threatening illness, physical assaults, and assaults with a weapon
were the most frequently endorsed events (80.7%, 79.0%, and 57.9%,
respectively), which is markedly different from previous studies that
primarily focused on only one predominant traumatic event. Furthermore,
the identified traumatic events in these studies were typically not physi-
cal/weapon assaults or illness, but rather war trauma, sexual assault, and/
or motor vehicle accidents (Blanchard et al., 1996; Dobie et al., 2002;
Forbes et al., 2001; Walker et al., 2002).

It is perhaps also reasonable to consider the degree to which issues
other than PTSD and trauma exposure may impact PCL-C efficacy for
this population. Given the extensive, sustained, and life-threatening health
problems people with HIV/AIDS typically experience, it can often be
difficult to identify the particular “causes” of a given symptom—such as
differentiating symptoms of trauma exposure from symptoms of a chronic
medical condition. Although specific data regarding this phenomenon
were not collected during this study, evaluators reported anecdotal
evidence that participants often had difficulty attributing given symptoms
to a specific source. This is supported to some degree by the Cluster D or
hyperarousal items, which exhibited the lowest reliability. Many of the
questions in this cluster can easily be attributed or due to medical prob-
lems or psychiatric comorbidity (e.g., difficulty sleeping, difficulty
concentrating). In addition, various other questions in the PCL~C could
be attributed to problems related to physical illness or other comorbid
conditions present in this sample (e.g., feeling that life would be cut short,
feeling distant or cut off from others, less interest in activities previously
enjoyable). As part of the study inclusion criteria, the participants also
exhibited significant comorbid mental health conditions (e.g., 63% of the
sample was also diagnosed with major depression), which may have
impacted their response to PCL-C items.

Given the prevalence of trauma exposure and the negative effects of
PTSD on treatment outcomes, adherence, health, and health-related quality
of life in HIV+ adulits (Bollinger, Brief, & Keane, 2001; Brief et al., 2004;
Kimerling et al., 1999), there is compelling evidence to screen for PTSD
among ID clinic patients. The PCL-C appears to be effective in screening
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for PTSD, and would be helpful in referring at-risk patients for treatment.
However, given the complexity of physical illness and symptomatology
in this population, caution should be exercised when using the PCL-C
as a diagnostic instrument. In addition, because the symptoms of PTSD
substantially overlap with those of other anxiety and depressive disorders,
awareness of the PCL-C’s specificity should be noted. The best use of the
PCL-C or other screening measures in dually or multiply diagnosed pop-
ulations, such as this one, is as a springboard to a more thorough assess-
ment of PTSD and its symptoms (Bollinger et al., 2000; Loranger, 1992;
Read et al., 2003).

Several limitations of this study are important to note. First, the
generalizability of these results may be limited. Our findings were
based on data from dually diagnosed HIV-seropositive adults with
current or recent substance use disorders and mental health diagnoses
and may not generalize to other samples. Second, our sample con-
sisted of individuals who volunteered for a paid research study,
which may reflect qualitative differences from the general ID Clinic
population. Although the study was widely advertised within the ID
Clinics at both settings, we received inquiries from only approxi-
mately 10% of the total number of registered patients. Third, for pro-
spective HIV+ participants to meet study criteria, they were required
to have met criteria for both a substance use and a mental health dis-
order in the past year. As a consequence, the recruitment of dually
diagnosed individuals may make the results less generalizable to
other HIV populations.

Although it has been documented that cut scores need to be adjusted
based on gender and trauma type differences (Blanchard et al., 1996),
future research should continue to examine the effects of patient popula-
tion and clinical/research settings and to determine the ideal derived
PCL-C cut score for each type of patient and setting. Furthermore, from
a psychometric perspective, the PCL-C could benefit from examining
its concurrent validity with other measures, structured interviews, and
laboratory-based tests of physiologic reactivity (Watson, 1990) as well
as its discriminant validity in this population. Staff in primary care set-
tings typically place a premium on being able to quickly and accurately
assess mental disorders (Dobie et al., 2002). To that end, it would be of
interest to examine the ways in which the PCL-C compares to other
brief PTSD screening measures (Breslau et al., 1999; Connor & David-
son, 1999; Metzler-Brody, Churchill, & Davidson, 1999; Prins et al.,
2003). Finally, the longitudinal validity of the PCL-C in measuring
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symptomatic change of PTSD symptoms for this population while in
treatment (Forbes et al., 2001) would also be of interest. As suggested’
by Smith and colleagues (1999), the utility of the PCL-C as a screening
measure could be greatly improved by including supplementary
questions regarding duration of symptoms and their impact on daily
functioning.

In summary, the PCL—-C appears to be an effective way to screen for
PTSD with HIV+ individuals, and positive diagnoses can be corroborated
by clinician-administered interviews, as is the case with other disorders
that also require extensive assessment, such as personality disorders
(Bollinger et al., 2000; Loranger, 1992). A two-step screening process
could provide a more efficient use of clinical resources and time by
administering thorough PTSD evaluations only after patients screen posi-
tive on the PCL-C. However, further work is necessary to establish an
optimal screening tool for ID Clinics. Given the high degree of potential
service utilizations by patients with chronic medical conditions (Lang
et al., 2003), the ability to identify and subsequently treat PTSD-related
symptoms is an important consideration from a cost perspective as well.
By addressing PTSD, patients may be better able to attend to the rigorous
demands of medical treatment, such as antiretroviral medications, which
then may positively affect their health outcomes and quality of life (Brief
et al., 2004; Kimerling et al., 1999).
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